policy stimulating the supply of easily accessible and affordable facilities, for example, those for physical activity. In the Netherlands (16 million inhabitants) there is a national network of More Exercise for Seniors (MES) activities coordinated by the National Institute for Sport and Physical Activity. More than 300,000 senior citizens take part in such activities each week (e.g., gymnastics, swimming, dancing; Kroes & de Greef, 2000) . The problem, however, is how to stimulate relatively inactive older adults (age 65 years and over) to start these or other regular (local) physical activities in order to improve or maintain their health.
The Aging Well and Healthily (AWH) program aims to promote a healthy lifestyle among independently living older adults and, in this way, promote independence from care in the future. To date, the AWH program is the only Dutch physical-activity-stimulation program for people age 65 years and older, a target group that is increasing in numbers: It is projected that the population age 65+ will increase from almost 14% now to 21.5% in the year 2030. The AWH program is innovative in the Netherlands because it combines health education by a peer educator with low-intensity exercises taught by a professional physical activity instructor (usually from MES). Peer education is recognized as an efficient way to transfer messages to a target group and to empower them (Garcia, Metha, Perfect, & McWhirter, 1997) . The idea behind combining education and exercise is that older and physically inactive people might be persuaded to participate in physical activity when exercise appears to be an easy option (special clothes are not needed). The educational topics were chosen after studying relevant Dutch literature on health education for the elderly (Liem & Maille, 1989; Senhorst, 1992; Steenbakkers, 1994) .
The physical activity part of AWH is based on the SMILE program (So Much Improvement With a Little Exercise; Hickey, Wolf, Robins, Wagner, & Harik, 1992) and was adapted for use as a step-in and transfer stimulation program in the Netherlands (now called GOAL-Growing Older and Lively). In uncontrolled studies, the original SMILE program has been found to have beneficial effects on blood-pressure variables, which are important predictors of cardiovascular disease (Hickey, Benedict, & Wolf, 1995) . The Canadian Red Cross Fit and Fun program (Myers & Hamilton, 1985) was another source of inspiration. For a brief description of the content of AWH, see Figure 1 . The program is consistent with the Heidelberg guidelines for promoting physical activity in the elderly (Chodzko-Zajko, 1997) .
Over the period from 1995 to 2000, the AWH program was evaluated in several studies, in accordance with the research model of Nutbeam, Smith, and Catford (1990) . To test the first version of AWH, a small randomized controlled trial (RCT) was carried out in the city of Leiden, organized by TNO Prevention and Health (TNO is an organization for applied research, established under special Dutch law). The aim of the RCT was to evaluate the effect of AWH on the general health, physical performance, and health-related knowledge of the participants. A process evaluation was carried out to determine the characteristics of the participants and dropouts and how participants evaluated the program (e.g., its presentation and materials).
Some changes were made to AWH on the basis of the results of the RCT, and then a larger community intervention trial (CIT; see Green, Corle, et al., 1995) was carried out. Because the conditions of a CIT are less controlled than those of an RCT, a CIT is more representative of real-life situations. In practice, this meant that the research institute collaborated with several national organizations that support local networks for the care of the elderly and for health prevention and that the AWH program was run by different local organizations for the health care and welfare of the elderly (Orlandi, Landers, Weston, & Haley, 1990) . We achieved this bridge between research and practice by organizing a study day and symposium at the beginning and end of the CIT and by selecting a steering committee of experts (see Acknowledgments). The aim of the CIT was to evaluate the effect of the AWH program on the health and physical activity of the participants. A process evaluation was carried out to determine what the participants and intermediaries (organizers, peer educators, and exercise instructors) thought of the AWH program.
Population and Methods

RANDOMIZED CONTROLLED TRIAL
With support of the municipality of Leiden, a representative group of older adults (N = 551, age 75-85 years) from the city of Leiden (southwest area) was selected and approached by mail for participation in the AWH course and the accompanying small RCT run by TNO Prevention and Health. General practitioners and physical therapists in the area were informed about the project. The TNO medical ethics committee approved the research. Two meetings were held to provide potential participants with further information about the project. It was explained that the program was meant for physically inactive people, as well as for people who wanted to retain their current physical condition. The final response was N = 71 (13%, 45 women and 26 men). Participants were younger (age ≤ 80) than the nonparticipants ( 2 = 7.76, df = 1, p < .01). A randomized pretest and posttest control-group design was used for effect evaluation (the control group took part in the program after the posttest evaluation of the experimental group). After randomization and stratification according to sex, there were two groups (experimental and control) of 25 people (maximum number of participants in one program, for practical reasons). Other individuals who wanted to participate were put on a reserve list, and 3 of them were asked to participate because some participants dropped out during the pretest phase. Demographic and other data were compared with those of a national sample (Centraal Bureau voor de Statistiek, 1994) .
All participants were interviewed in their homes by a trained interviewer (who was blinded for group condition) during the pretest and posttest phases using CAPI (Computer Assisted Personal Interview; Bethlehem, Hundepool, Schuerhoff, & Vermeulen, 1989) . The interviews lasted 1 hr and included questions about background variables (e.g., age, education, living situation, chronic diseases). Participants were asked the following questions: Do you participate in regular physical activities such as gymnastics, walking, swimming? (answer categories: 1 = no, never, and not previously; 2 = not now, but previously; 3 = yes), How many years ago? What type of physical activity did or do you do? How many hours a week? (answers: 1 = less than 1 hr; 2 = 1-3 hr; 3 = 3-5 hr; 4 = 5-7 hr; 5 = 7-9 hr; 6 = more than 9 hr).
General health was measured with the RAND-36 (Ware & Sherbourne, 1992; Van der Zee & Sanderman, 1993) , and physical performance, with the Physical Performance Test (PPT; Reuben & Siu, 1990) . Physiological variables (blood pressure, blood chemistry, body-mass index [BMI] ) and knowledge of health and diseases were measured at the local center where the AWH program was offered. Blood pressure was measured by a medical doctor and by a nurse (the mean was used). In a process evaluation, all participants (experimental group and control group) and course leaders were asked to give their expectations of the program and their opinions about the performance of the program as a whole and about the individual sessions, as well as to formulate recommendations. This was done by asking the participants to complete a questionnaire after each AWH session and by interviewing the course leaders after the courses were finished.
COMMUNITY INTERVENTION TRIAL
The CIT consisted of a semicontrolled pretest, posttest, and follow-up design in eight municipalities in the western part of the Netherlands. This semicontrolled design was chosen as the only possible controlled design achievable in our situation, given the limited time and finances available. In fact, in a CIT the natural setting of a program is the unit of randomization. We chose to match (on level of urbanization) comparable settings for the experimental condition (12 groups started from January to May) and the control condition (eight groups started in September; four groups participated in the posttest assessments). Three historical reference groups of people age 55-75 years were also included (general health: van der Zee & Sanderman, 1993; disabilities: van Sonsbeek, 1988; and physical activity: HopmanRock, Kraaimaat, & Bijlsma, 1996) .
Information was obtained from the participants by means of 30-min telephone interviews conducted by trained interviewers (Computer-Assisted Telephone Interview; Bethlehem et al., 1989) . The AWH program was run in Rotterdam and Vlaardingen (control city Utrecht), Leiden (control city Gouda), and Tilburg (control cities Haarlem and Katwijk). The maximum number of participants for one program was 25. The intended design and the actual response are given in Table 1 .
Twenty-one AWH programs (one extra because of practical reasons) were organized locally: six in Rotterdam (in two districts), three in Leiden, three in Tilburg, one in Vlaardingen, four in Utrecht, one in Katwijk, two in Gouda, and one in Haarlem. All organizations gave their full support to the project. A budget (€454 = $400) was provided for the organization of each AWH program. Local organizers were advised to ask the AWH participants to make a small contribution toward the cost of the course books (€4.5 = $4). All materials for the organizers and the recruitment of participants (posters and flyers) were available free of charge. The average number of participants in a program was 22. Organizers were asked to select physically inactive people as much as possible. The total enrollment of participants was 448. At pretest, 390 interviews (see also Figure 1 ) were conducted (response 87%). No differences between the response and nonresponse groups were found for sex ( 2 = 0.67, df = 1, p = .41) or age (t = -0.62, p = .53). At posttest, 4 people had no time, 3 were ill, and 61 could not be reached by telephone (mostly because of holidays). In the control group, some posttest data are lacking because the research phase had to be finalized in order for us to report the results at the AWH symposium at the end of the project.
Only participants who completed at least three sessions of the AWH program (81% of participants) were interviewed at posttest (total response n = 269; see also Table 2 ). All intermediaries (organizers, peer educators, and exercise instructors) and other interested people (such as sponsors and stakeholders) received seven newsletters about the project (Hopman-Rock & Westhoff, 1997) to inform them about program progress and news.
DEMOGRAPHIC AND BACKGROUND VARIABLES AT BASELINE
Demographic and background variables at baseline in groups during pretest, posttest, and follow-up for the experimental and control groups are presented in Table 2 . The participants in all groups were slightly older than 70 years (range 59-89). Women with a primary or secondary education formed the majority (80%). There was no selection bias over the time points (see Table 2 ). The control group was slightly older (t = -4.11, p < .0001) and had a higher percentage of women ( 2 = 9.8, df = 1, p = .002). The level of disability was estimated by using the Organization for Economic Cooperation and Development indicator (McWhinnie, 1981) . At baseline, the control-group participants had more difficulties with lifting (Mann-Whitney [M-W] Z = -3.8, p < .001), dressing (M-W Z = -1.9, p = .05), and stair climbing (M-W Z = -2.2, p = .02). These problems were associated with age (stair climbing) and sex (lifting). After correction for age and sex, these differences disappeared. Compared with a reference group of the same age (van Sonsbeek, 1988) , the participants at baseline (pretest, n = 390) had fewer difficulties in seeing, chewing, and walking and more difficulties with hearing (chi-square tests).
Prevalence of Chronic Diseases. To describe the prevalence of chronic diseases in our groups, we used a shortened list of the Central Office for Statistics in the Netherlands (König-Zahn, Furer, & Tax, 1994) . Participants were asked to indicate whether they had had a disease and whether they had visited a general practitioner or medical specialist because of it during the 6 weeks before the pretest and before follow-up.
Prevalence of Impairments Related to Physical Activity. To describe the prevalence of impairments (such as dizziness, trembling, anxiety, fatigue), 10 items based on the symptoms list of Arrindell and Ettema (1986) were included. The incidence of bothersome complaints is given in Table 2 .
General Health. General health was measured with the RAND-36 and included subscales for physical functioning, social functioning, role limitations because of physical health problems and personal or emotional problems, general mental health, energy/fatigue, bodily pain, general health perception, and perceived change in health. Scores were computed, ranging from 0% to 100%, for each subscale. A higher score is indicative of better health. In the CIT we omitted (for time reasons) the subscales for physical functioning, social functioning, and role limitations.
Loneliness. To get an impression of feelings of loneliness we added one question-"I feel lonely"-with the same answer possibilities as the subjective health question of the RAND (1-5, 5 = not lonely at all).
Physical Activity. Physical activity was measured using a questionnaire designed for use with older adults (Voorrips, Ravelli, Dongelmans, Deurenberg, & van Staveren, 1991) . Its validity was determined by Voorrips et al., who used two independent methods to assess physical activity: a repeated 24-hr physical activity recall (Spearman correlation = .78) and measurements with a pedometer (Spearman correlation = .72). Reliability was tested in a test-retest design (Spearman correlation = .89). The questions cover three areas: household activities (mean score of 10 items), sport activities (intensity, hr/week, and period of the year for two sports maximum), and leisure-time activities (intensity, hr/week, and period of the year; maximum six activities). From other research with this questionnaire we knew that leisure-time activities (usually reading and knitting) contributed little to the total activity scores. Walking, cycling, and intensive gardening were regarded as sport activities. Subsequently, only the household and sport questions were used. The sport activity scores were calculated by using a formula with weights for intensity, hr/week, and months/year. Participants were also asked how often they did the exercises of the AWH program at home.
STATISTICAL METHODS
Numeric data for the pretest, posttest, and follow-up assessments were analyzed with t tests and MANOVAs with repeated measurements, and ordinal data, with Wilcoxon and Friedman tests or the M-W and Kruskall-Wallis tests. Nominal variables were analyzed with chi-square tests. For the MANOVAs, the time effect within participants (one side with hypothesis of improvement) is reported (in the RCT the Group ϫ Time effects). In the RCT, separate analyses were performed for men and women and for the least physically active individuals (<3 hr/week; women n = 24, men n = 9). In the experimental group, the mean number of times per week an individual reported doing exercises at home was used as a covariate. Effect sizes were computed according to Cohen (1988) : The difference between the experimental group and the control group for the mean difference scores between posttest and pretest was divided by the SD of all the difference scores together. According to Cohen, a size of .2 is a small effect, .5 a middle-sized effect, and .8 a large effect.
In the CIT, comparisons were made between follow-up results and the pretest results of the control group only in the case of a significant improvement. An alpha level of .05 was used for all statistical tests (.10 in the RCT because of the low study numbers). After controlling for baseline differences between the experimental and control groups of the CIT, further analyses were corrected for age and sex. All statistical analyses were carried out with SPSS, version 8.0.
Results
RANDOMIZED CONTROLLED TRIAL
The living situation and marital status of the participants were comparable to those of a national sample; however, their subjective health was better (80% in good, very good, or excellent health versus 54% in the national sample). Of the men (n = 21), 95% rated their health as good or better, compared with 63% in the national sample, whereas 69% of the women (n = 29) rated their health as good or better (versus 48% in the national sample). The study participants tended to have a higher education level (28% versus 58% in the national sample had received only primary-school education). The background variables of the experimental and control (pretest) groups at baseline were not statistically different. The mean number of chronic diseases and disorders was 1.7. Disorders of muscles, bones, and joints were the most commonly mentioned (n = 19), followed by high blood pressure (n = 18), cardiovascular disease (n = 11), and diabetes (n = 6). Musculoskeletal disorders were most bothersome in daily life. Of the physical-activity-related complaints, painful muscles and joints were mentioned the most (n = 15), followed by fatigue (n = 10). Thirty-six percent of participants (4 men, 14 women) did not regularly take part in physical activity. The most mentioned physical activities were walking (n = 22) and cycling (n = 16), both usually 1-3 hr/week. Seven people did light gymnastics, usually at home. Table 3 presents the results of the MANOVAs (Time ϫ Group effect) on the subscales of the RAND-36, the PPT, and the knowledge scale. No statistically significant differences were found on the RAND or the PPT. The mean score of the PPT improved in both the experimental and the control group (p = .05). Knowledge improved significantly in the experimental group, from doubtful (total average score <10) to reasonable, and a statistically significant (p = .00) Group ϫ Time effect was also found. The effect size for knowledge was large (.78).
EFFECTS ON GENERAL HEALTH, PHYSICAL PERFORMANCE, AND KNOWLEDGE
EFFECTS ON PHYSIOLOGICAL VARIABLES
Blood pressure, heart rate, and diastolic pressure decreased in both groups. No significant Group ϫ Time effects were present, however. Similar results were found for blood glucose levels, BMI, and body weight.
ANALYSES FOR SUBGROUPS
Effects were found for blood glucose and BMI in women (large effect sizes of 1.0 and .62, respectively) and for systolic blood pressure in the least physically active individuals (<3 hr activity per week, n = 33; effect size -.55). This last subgroup consisted mostly of women (n = 24; 2 = 7.56, df = 1, p = .01). 
Table 3 Effects of the AWH Program (RCT) on General Health (RAND-36), Physical Performance (PPT), and Knowledge
Experimental Group Control Group MANOVA F (Group p (one-M (SD), M (SD), p (one-M (SD), M(SD)
PROCESS EVALUATION IN THE RCT STUDY
The educational program was evaluated as "understandable," "motivating," and "instructive." Additional comments were that no information was given about walking aids (this has since been added) and the danger of smoking (this was done deliberately). The exercises were sometimes evaluated as "not very easy" but also as "enjoyable." All participants did the exercises at home (self-report), mostly three or four times per week. Only 2 did not use the material provided. During the program 3 people dropped out because of health reasons but said that they regretted having to do so. Five participants (as well as the educator and the exercise instructor) evaluated the sessions as too short (this was changed in the CIT phase). Some general remarks included "I am glad that I enrolled," "Please continue like this," "Nice atmosphere," "I hope that other people will also have the chance to participate," and "My general interest in things has increased." Some participants reported that they were better able to reach things or to back into a parking space because they could move their head and neck more easily. Table 4 presents the results of the MANOVAs (time within participants) on the subscales of the RAND-36. The AWH group had better perceived general health than did a reference group (Table 4 ; t = 3.6, two-sided p < .001). Energy/fatigue (p = .04) and perceived change in health (p = .00) improved significantly posttest. At follow-up, the mean score for energy/fatigue was slightly but not statistically significant, higher than at posttest. The mean score for perceived health was lower. At follow-up, none of the subscale scores were significantly different from those of the control group (pretest assessment). The energy/fatigue scores at follow-up, however, were actually higher than those of the reference group (t = 1.8, p = .04), indicating a possible positive effect of the AWH program. Bodily pain tended to have improved at posttest (p = .08), but this effect disappeared by the time of follow-up.
Community Intervention Trial EFFECTS ON GENERAL HEALTH
EFFECTS ON LONELINESS
The mean scores for loneliness tended to improve from 3.9 (SD = 1.5) at pretest (n = 263) to 4.0 (SD = 1.4) at posttest (Wilcoxon one-sided p = .08), but a statistically significant improvement was found at follow-up (M = 4.2, SD = 1.3, Friedman p = .00).
EFFECTS ON PHYSICAL ACTIVITY
Almost half (48%) the respondents were not physically active (no sport activities) at baseline. Reasons given were no interest (37%) or inability (35%). The active respondents reported that they walked (23%), cycled (20%), swam (20%), or did gymnastics (12%). At follow-up 4-6 months later, 82% reported having an active lifestyle, an improvement of 30%. Of these people, 19% mentioned doing the AWH Table 4 Results for General Health (RAND-36) at Pretest, Posttest, and Follow-up in the CIT Subscales Pretest, n = 264, Posttest, n = 264, MANOVA, Follow-up, n = 173, MANOVA, Reference group,
General mental health 77. exercises weekly. The mean physical activity score at pretest (according to the Voorrips questionnaire) for all participants (experimental plus control group) was 2.6 (SD = 4.5), and at follow-up, 4.6 (SD = 6.2), a statistically very significant improvement (p = .00; see Table 5 ). The Voorrips scores of the least active respondents at baseline (n = 98; <median 0.30) improved from 0.014 at pretest to 4.3 at follow-up (see Table 5 ), compared with 0.01 for the comparable members of the control group at pretest (ANOVA with covariates sex and age; group effect F = 22.9, two-sided p = .02). No effect of sex was found, but there was a significant contribution of the covariate age (p = .02). No effect was found for the initially most active participants (ANOVA with covariates sex and age; group effect F = 2.7, p two-sided = .10). At posttest 43% of the respondents reported doing the AWH exercises two to three times a week, and 25% even four times or more. At follow-up, 60% of the respondents reported doing the AWH exercises regularly, especially the arm and leg exercises. Half these respondents (49%) reported an improvement in their exercise behavior. If they reported no improvement, this was mostly because of health problems (joint pain, stiffness, fatigue). At pretest, the AWH program participants were less active (sport activities) than a reference group (see Table 5 ), indicating that the aim to reach relatively less active people was achieved.
PROCESS EVALUATION IN THE CIT
Reasons given for program participation were a desire to exercise more (35%) and to acquire information about health (28%). Twelve percent participated for social reasons; 24% mentioned other reasons. Eighty-one percent of participants attended more than three of the six sessions. Reasons for absence were mostly personal circumstances, illness, or holidays. Participants were recruited by means of information about the program and study in local newspapers and other media (n = 109), personal communication (n = 57), and a brochure (n = 50). The participants were very enthusiastic about the AWH program, and the information suited their interests. They gave the program as a whole a score of 8.2 on a scale of 0 to 10. The local organizers, the peer educators, and the staff of MES were very positive about the concept of health education combined with low-intensity exercises. Twenty-five percent of the participants started doing exercises in a local MES group after the AWH program ended, and another 28% intended to do so.
Although the organizers succeeded in recruiting, on average, 22 participants per group, they had to put a lot of time and effort into recruiting relatively physically inactive people, especially in areas with a poorly educated population. According to the program organizers, the most successful way to recruit participants was a combination of announcements in local newspapers or on local TV, direct mail, and personal promotion by community workers and employees of home-care organizations.
Although the exercise instructors sometimes had difficulty accepting the highly structured nature of the exercise program at the start (MES is focused on welfare and pleasure rather than on health), they became very positive about it later. They reported that the program had positive effects on physical perception and on attitudes toward physical activity, especially among the less physically active individuals. The peer educators reported that a strong group feeling emerged. Although the health-education topics were sufficient, there was interest in other topics such as mental health, social security, and legal and notarial matters. All organizers appreciated the program manuals and materials: They were considered very useful and of high quality.
Discussion
The conclusion from the small RCT was that the AWH program had some effects on the health of subgroups of participants (especially inactive women), but that this effect was relatively modest in size. A problem that we did not foresee was the difficulty in recruiting enough physically inactive people to the program by means of a random approach (a letter of invitation). By doing this, we unintentionally lowered the power of the study (we knew before the study started that we would only be able to detect middle-size and large effects; we computed the actual power for the physiological variables as .55 with alpha .10). Another problem was that our limited budget meant that we could not work with a large number of participants. In addition, some measurements were clearly affected by testing effects. For instance, blood-pressure variables decreased in all groups posttest, probably because individuals were more relaxed; nonetheless, the significant lowering of blood pressure in the less active group was clinically relevant (more than 4 mmHg).
Test, or learning, effects were also present on the PPT. These results illustrate again the importance of using a control group when possible, to avoid drawing the wrong conclusions. Studies that have found greater effects normally involved larger groups and longer exercise times (Laerum & Laerum, 1982; Isaksson & Phjolainen, 1994) . Emery and Blumenthal (1990) , using a comparable exercise program and research design, also found few significant results. The evaluation study of the SMILE program by Hickey et al. (1995) , in which effects on blood pressure were detected, had no control group and involved older people with health problems. In the future, participants who are relatively less physically active, less educated, and less healthy need to be recruited to avoid ceiling effects. Because (a) knowledge improved very significantly, (b) participants were enthusiastic about the program, and (c) no adverse effects were found, it was decided to continue with the development and research of the AWH program in a larger CIT.
In the CIT, the AWH program had positive effects on certain aspects of health (energy/fatigue, bodily pain, and perceived change in health), but these effects disappeared by the follow-up 4-6 months later. Some improvement was found in energy/fatigue level in comparison with that of a reference group of the same age. There was no difference in energy/fatigue between the experimental group at follow-up and the control group (pretest). Because the control group was first evaluated in September, possible seasonal effects cannot be excluded. The positive effect on loneliness remained at follow-up. This is a satisfying result, because loneliness is regarded as an important predictor of mortality, morbidity, and wellbeing in older adults (Penninx et al., 1997) . The greatest effects of the AWH program were on the level of physical (sport) activity, probably because most of the respondents were physically inactive at baseline (pretest). This means that our strategy to involve less physically active people in the CIT was-at least partlysuccessful.
Process evaluation of the CIT showed that the AWH program clearly appeals to the group for which it is designed. A limitation of the study is that we could not perform in-depth interviews with participants to get more information about their wishes and perceptions. Moreover, a limitation of satisfaction surveys in general is that participants tend to overvalue items (Myers, 1999) .
Both the health-education aspect and the exercise aspect were appreciated by the participants, as evidenced by the high attendance rate of 81% for three sessions or more. It was also encouraging that a large proportion of the participants enrolled in MES courses after the AWH program ended (mostly in a group with the same instructor as in the AWH program).
The study design of the CIT was the best possible under the circumstances (limited time and money), and the results should be regarded as complementary to those found in the RCT (compare Nutbeam et al., 1990) . A CIT is more representative of the uncontrolled real world than is a randomized controlled trial (ChodzkoZajko, 1994; Hancock et al., 1996) . Myers (1999) found that people who sign up for studies are often quite different from those who sign up for programs. A strength of the CIT is that participants were less aware of their participation in the study than were the participants of the RCT: The research institute played a less important role in the second study.
In the CIT, ceiling effects on health variables were found, although they were less pronounced than in the RCT because of the relatively good health of the study population. A major challenge for future studies will be to recruit relatively unhealthy and inactive older people. Indeed, it might be necessary to make use of populationwide strategies for better recruitment of inactive people, such as in the GALM approach (Stevens, Lemmink, de Greef, & Rispens, 2000) , where people are personally invited by trained recruiters.
Research by Mills, Stewart, Sepsis, and King (1997) showed that 34% of older adults prefer to be physically active on their own, and 28% in a group. These data are consistent with our findings that some people preferred to continue in group activities whereas others wanted to do the AWH exercises at home, and perhaps they give a clue as to the success of the AWH program, which incorporates both possibilities. Ecclestone, Myers, and Paterson (1998) projected that 50% of older adults who join community programs will be long-term adherents to exercise.
Consistent with the linkage theory of Orlandi et al. (1990) , we involved representatives of national implementation partners in the CIT. This has provided us with a good starting point for further nationwide implementation and dissemination of the AWH program. It can be concluded that AWH is a potentially effective physical-activity-stimulation program for older adults and that it is now ready for implementation and dissemination.
